etween 1996 and 2007, the cesarean delivery rate in the United States increased from just over 20% to more than 31%. 1 The increased cesarean rate has been attributed to the use of electronic fetal monitoring, decreased use of forceps, and decreased vaginal deliveries of breech fetuses. 2 In the 1970s, data supported trial of labor after previous cesarean delivery (TOLAC) as a reasonable approach in certain pregnancies. 3 Thus, the overall cesarean delivery rate decreased to approximately 20% by 1996; however, because of increased rates of TOLAC in the 1970s, rates of uterine rupture and other complications also increased. 4 These adverse outcomes have resulted in a reversal of TOLAC, with a decrease in rates of vaginal birth after cesarean delivery (VBAC) and an increase in rates of cesarean delivery.
SURF

Scars and Somatic Dysfunction
Cesarean scars have direct links to the perineal fascia and its connection with the transversalis fascia. These scars can interfere with fascial load distribution, which create adhesions to neighboring tissues. 25 The abdominal and pelvic viscera and surrounding anatomical structures are then potentially disrupted, causing inadequate nutrition and inappropriately distributed tension among the various structures affected. This concept becomes important during TOLAC and when treating cesarean scar ectopic pregnancies.
Although low transverse incisions are more common, scars from other incisional methods are made at the uterine isthmus. During healing, scars in this area primarily attach to the sacrum and the lumbar spine via the abdominal and pelvic musculature and fascial compartments. 25 , 26 The sacrum is connected to the uterus via the uterosacral ligament and the broad ligament to which the ovarian and uterine arteries are associated. The lumbar spine has connections with muscles of the pelvis and neurovascular structures that supply the uterus primarily at spinal level L1. If these connections are disrupted, the function and nutrition of the uterus can be compromised.
Substantial restriction and somatic dysfunction of the sacrum and lumbar spine disrupts the function of the pelvis, the corresponding visceral structures innervated by the lumbar and pelvic splanchnic nerves in the lumbar and sacral foramina, and the neurovascular components of the broad ligament. Thus, somatic dysfunction of these areas can be managed before delivery, after delivery, and during labor in the case of TOLAC. Figure 1 ) that was created by the author and implemented in these cases was devised using evidence-based OMT techniques from the identified sources [8] [9] [10] [11] [12] [13] [14] [15] [16] [17] to reduce tension on the previous cesarean scar (in the cases of TOLAC and repeated cesarean deliveries); to restore balance and hemostasis to areas of somatic dysfunction; and to heal dysfunctions of the viscera and related anatomical structures caused by previous surgical procedures, vaginal and cesarean delivery, and gravid uterus changes. The inclusion criteria for the 4 patients in the current article were based on their indications: (1) a patient who had no previous abdominal surgery or cesarean delivery, (2) a patient who had at least 1 cesarean delivery previously through a low transverse skin and uterine incision, (3) a patient who had at least 1 previous cesarean delivery through a low transverse skin and uterine incision and desired TOLAC, and (4) a patient who had a previous cesarean delivery through a low transverse skin and uterine incision and became pregnant with the sac implanted into the old cesarean scar and was a candidate for methotrexate treatment.
Methods
Osteopathic Manipulative Treatment
The OMT techniques included myofascial release (MFR) 13, 14, 18, 19 of the Pfannenstiel incision site (the intended scar site for primary cesarean deliveries or the scar itself for repeated cesarean deliveries), MFR of the lumbar and sacral anchors, rib raising, paraspinal inhibition, pectoral retraction, 13, 14, [20] [21] [22] [23] and management of uterine Chapman points, which include those specific to the uterus and broad ligament. 
Outcome Measures
For cases of primary cesarean delivery, the outcome was considered successful if blood loss was less than or equal to 1000 mL as determined by estimated blood loss; pre-and postpartum hemoglobin levels were be- Imaging of cesarean scar ectopic pregnancy. In the ultrasonographic image (A), the abnormally positioned ectopic gestational sac is shown (arrow) with fetal pole and yolk sac in the lower uterine segment adherent to the previous cesarean scar. In the magnetic resonance image (B), an early gestational sac (arrow) was seen implanted in the anterior aspect of the lower uterine segment infiltrating into the previous cesarean scar. 
Discussion
The OMT protocol used in the present cases was unique to each patient. For primary cesarean deliveries, MFR potentially releases the tension of the tissue layers that will be incised. 13, 14, 18, 19 In addition, MFR potentially relieves congestion or visceral somatic dysfunction of the uterus or broad ligament by targeting the uterine Chapman points. 24 Because no previous incision site exists in these cases, the initial incision of the tissue layers (and later healing) will dictate the quality and subsequent structural alteration caused by the future scar. 27 Cao et Further studies with a larger sample size and randomization are needed.
Conclusion
Cesarean scars pose a unique set of risks for women who have had previous cesarean deliveries. Although integrating OMT techniques into the management of cesarean scars has yet to be defined, the 4 present cases had successful outcomes when OMT was integrated into the treatment plan. Additional studies are required to refine this treatment approach and more clearly evaluate the potential risks and benefits in a randomized controlled trial.
